The safe management of patients with impending upper airway obstruction remains the area of special expertise of the anaesthetist. While the increased use of the laryngeal mask airway and the fibreoptic laryngoscope have undoubtedly aided us in our management of the difficult airwaY,I-3 alternative methods are being less frequently practised, to the detriment of patient care.
We report on a case of impending airway obstruction, in which an awake blind nasal intubation was successfully performed and where alternative techniques were deemed inappropriate.
CASE REPORT
A 68-year-old woman was admitted electively for bilateral intraoral removal of sublingual salivary glands. On assessment by the anaesthetist preoperatively, she was noted to have patent nares and deemed to be ASA Grade I. After routine premedication with temazepam 20 mg, ranitidine 150 mg and metoc1opramide 10 mg, she was taken to the anaesthetic room where IV access and routine monitoring was established.
Following preoxygenation, anaesthesia was induced with thiopentone 375 mg and pethidine 75 mg. The nares were prepared using Co-phenylcaine (lignocaine 3%, phenylephrine 0.25%; Paedpharm Pty Ltd, Perth W.A.), four metered doses. 'Blind' nasotracheal intubation was performed uneventfully via the right nostril using a 7.0 cuffed nasal endotracheal tube, facilitated by suxamethonium relaxation of the vocal cords.
On laryngoscopic inspection, there was no evidence of trauma. A throat pack was inserted and anaesthesia deepened using nitrous oxide 70%, oxygen 30% and enflurane to 3%. Spontaneous ventilation ensued and the surgery and anaesthetic proceeded uneventfully.
At the end of the operation, haemostasis was secured by the surgeon, the throat pack and endotracheal tube were removed with the patient in the left lateral position, and she was transferred to the recovery room breathing oxygen via a Hudson mask. Ten minutes later, she was seen by the anaesthetist and was noted to be alert, talking and pain free. After the patient had spent thirty minutes in the recovery room, the anaesthetist was informed that her tongue had begun to swell and that she was bleeding from the mouth. Examination showed that the patient had almost total upper airway obstruction. Sp02 was 85% on 10 litres of oxygen per minute via a Hudson mask.
A nasal airway was passed with immediate cessation of respiratory embarrassment after which it was noted that the patient's tongue had swollen such that it completely occluded the pharnyx and was protruding from her lips. Marked swelling was visible externally in the supraglottic area and fresh bleeding (now amounting to almost one litre postoperatively) was persisting from the mouth.
It was evident that the patient's airway should be controlled without delay and the operative site re-explored.
Preparations were therefore made for immediate transfer to the operating theatre and oral and ENT surgeons summoned.
On arrival in the operating room, the patient was distressed, with paradoxial respiration. Sp02 was 95% breathing 100% oxygen via a circle system.
The patient's neck was prepared with antiseptic and local anaesthetic for emergency tracheostomy, while equipment was readied for attempted awake intubation.
The right nostril was prepared with Co-pheny1caine and a transtracheal injection of 4% lignocaine 2 ml was performed.
A 7.0 cuffed nasal endotracheal tube with uncapped Portex swivel adaptor attached and oxygen flowing via the side arm was gently introduced via the nares into the trachea according to the method of Magi1l4 and placement confirmed by stethoscope and capnography.
Intubation of the trachea was rapid and atraumatic and was accomplished at the first attempt.
Anaesthesia was then induced with thiopentone 200 mg, fentanyl 200 mg and vecuronium 10 mg intravenously. Under a conventional anaesthetic, multiple small subglossal bleeding points were diathermied by the surgeon and, as far as possible, it was determined that there had been no trauma from the nasal intubation.
Postoperatively the endotracheal tube was kept in situ and the patient transferred to the intensive care unit, where she was maintained on intermittent mandatory ventilation for 48 hours. After this period the glossal and subglossal swelling had subsided enough for her trachea to be safely extubated, and she was transferred to the ward the next day, to pursue an uncomplicated further course in hospital.
DISCUSSION
In this case, it was felt that any attempt at inducing general anaesthesia in the patient would have led to complete and perhaps unrelievable upper airway obstruction. Furthermore, because of the distorted anatomy, oral intubation was impossible and intubation via the nasal route was the only alternative to surgical tracheostomy. As the latter may have disastrous consequences in an emergency where the airway is not controlled, 5 it was felt that safer alternatives were either awake fibreoptic intubation or 'blind' nasal intubation.
In the presence of active bleeding in the pharynx, the view via a fibreoptic laryngoscope can be obliterated. 6 On the other hand, nasotracheal intubation earlier that day had been easy and atraumatic. The latter course was therefore chosen, with a successful outcome and without subjecting the patient to an emergency awake surgical tracheostomy.
'Blind' nasal intubation may be performed on awake or anaesthetised patients.
Classically, the trachea is intubated with the patient spontaneously breathing, using breath sounds as a guide to placement. According to Lee and Atkinson/ the technique is a 'knack', learned only by practjce. Gentleness is the key -'the tube should not be forcibly rammed down the throat'.
This method was performed and taught by Magill and has been practised in its basic form for many years. Aids to intubation have included a variety of mechanical methods to promote anterior displacement of the tip of the endotracheal tube (the use of a stylette 8 or simple cuff inflation may suffice 9 ) and pharmacological stimulation of ventilation using either carbon dioxide 1o or doxapram. 11 The junior anaesthetist in training, however, is more likely to encounter the 'blind' nasal intubation in the anaesthetised patient whose vocal cords have been relaxed, in preparation for ENT or dental surgery. While undoubtedly teaching the basics of blind nasal intubation, the technique feels very different from that used in the awake, spontaneously breathing patient. Anaesthesia and Intensive Care, Vol. 20, No. 2, May, 1992 It has recently been suggested that we should all become proficient in the use of the fibreoptic laryngoscope by 'practising' on patients on our routine lists. 12 We would applaud this view, but would add the rider that we should also maintain our proficiency (or indeed become proficient) in the art of blind nasal intubation if we are to be able to deal with all aspects of airway management. Transtracheal ventilation has been used as an alternative to tracheal intubation during surgery involving the upper airway and as a means of managing a difficult airway.l The technique can also be used to secure a difficult airway prior to induction of anaesthesia and intubation by nonfibreoptic 2 or fibreoptic techniques. 3, 4 We describe a case in which transtracheal ventilation was used, in conjunction with fibreoptic intubation under general anaesthesia, in an intellectually handicapped patient presenting for cardiac surgery.
Difficult Fibreoptic Intubation in an Intellectually Handicapped Patient

CASE REPORT
A 23-year-old, 38 kg, intellectually handicapped woman was scheduled for repair of an ostium primum atrial septal defect and a regurgitant mitral valve.
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